The article by Dr Hagisawa and Professor Barbenel (November 1999 JRSM, pp. 576±578) accords with my own view that there is a current limit to pressure sore prevention. Despite excellent nursing care they found an incidence of 5.1%. Interestingly, when I conducted a prospective study of patients admitted to a British orthopaedic hospital, from 1985 to 1988, I found an incidence of 4.3% (53 of 1244 admissions). None of these patients had sores when admitted 1 . At the time of this study, the hospital had two trauma wards, as well as a spinal injury unit (one ward). The majority of the other patients, in seven wards, were planned admissions for either surgery or investigations. Sores were de®ned by the Stanmore Classi®cation 2 , and this is slightly different from the NPUAP scale used by Hagisawa and Barbenel.
Just after my 1985±1988 study, when the incidence of patients with sores was still being monitored, the two trauma wards at the orthopaedic hospital had closed. During this year (1990) the overall incidence (in patients without previous sores) was usually about 2%. Even so, on the spinal injury unit the equivalent ®gure was in the region of 18±27%.
In the case of the`internal medicine ward' study reported by Hagisawa and Barbenel, I would have expected an incidence in the region of 15±25%. This inclines me to agree with their conclusion that the patients concerned received high-quality preventive care.
Incidentally, although the Braden scale used by Hagisawa and Barbenel is obviously useful, the claim to 100% sensitivity is based on only two small studies. In one of these, just seven patients developed sores, in the other, nine. Although Hagisawa and Barbenel's data support this earlier work, other studies of the Braden scale have yielded poor results 3 . In contrast, the validation study for the Pressure Sore Prediction Score (the chief aim of my 1985± 1988 study) produced a sensitivity of 89% based on 53 patients' developing sores 1 .
Many other pressure sore risk-assessment scales have been developed, but there is still a lack of agreement as to which is the most successful 3,4 . A middle-aged couple, visited in response to a request for a house call, were found seated in armchairs at an angle to one another; their request was a mundane one relating to a prescription. The approach to the armchairs from the front door was via a narrow corridor between compacted rubbish which was greater than knee-high at the sides of the corridor and consisted mainly of paper, food scraps, cartons and empty bottles. The corridor forked before the ®nal approach to the armchairs. It seemed probable that these two ate and slept in their armchairs, and one of them went round to the corner shop to collect supplies and cash the pension cheque. The electricity was disconnected. The other rooms in the house were similarly full of rubbish.
A middle-aged woman and her teenage daughter lived in an unremarkable house in suburbia which had all the amenities that one would expect. Whenever these two had no further use for what they were holding in their hands, they dropped it on the¯oor. There was no space in any room in the house where one could put a foot on the¯oor without encountering some¯otsamÐdiscarded clothing, food scraps, cartons, bottles, magazines, newspapers.
I have seen squalor many times but never to the degree exhibited by these people. They seemed to exhibit a form of folie-a Á-deux, and will doubtless lapse into senile squalor syndrome as the years go by. dealing with multicentre (MREC) and local research ethics committees (LREC) partly re¯ect initial teething troubles of a new system and confusion over the competence of the various committees. Once a research proposal has passed the MREC stage and passed to the LREC the only areas where the LREC has a right to comment are: the suitability of the local researcher; the suitability of the site, including research facilities and impact on local health care provision; the suitability of subjects, whether the research is appropriate for the local population; the local information contained in the information sheet and consent form. These are the only matters on which the LREC has grounds to delay the application. In North Staffordshire, where I chair the LREC, we have taken the view that we are only approving the areas of our competency, when we pass an MREC study. Concerns about the ethics of the whole project have to be directed to the chair of the MREC that passed the project.
The political climate in which research is being conducted is changing and rigorous ethical review is as much a protection for the researchers as it is for potential subjects. The scope for chair's action is becoming increasingly limited. The days when the chair could decide what is or is not ethical are now over and the whole committee has to take responsibility for decisions. Running an LREC I am aware that most members of our committees are unpaid volunteers. The demands one can make on their availability and time are limited. If one wanted rapid and professional ethical review then it would cost a lot more than the current system.
While rigorous ethical review is important and researchers need to anticipate that this will take some time, maladministration is inexcusable and is in itself unethical. Our ability as physicians to do good depends on our knowledge base, so to hinder the acquisition of new knowledge (research) unjusti®ably is unethical. 
Simon J Ellis

This month in history
The scienti®c genius, imagination, and foresight of Alexis Carrel (1873±1944) made the seemingly impossible feats of suturing severed limbs, grafting vessels, preserving and transplanting organs, and immortalizing tissues a reality. Doing the unthinkable and accomplishing the unimaginable was quite commonplace in the extraordinary career of this Nobel Laureate. Whilst at the Rockefeller Institute, New York, Carrel became engrossed in the problem of successful organ transplantation. In his quest to ®nd a way of preserving tissues outside the body for a few days, Carrel performed the following experiment. On 25 February 1907, Carrel extirpated a segment of carotid from a dog thirty-®ve minutes after death. He preserved it in a tube of Locke's solution in cold storage. On 6 March this arterial segment was transplanted into the left carotid artery of a dog. Examination on 3 May and 15 May revealed that the transplanted segment had the same appearance as the rest of the artery. Although there were histological changes in the transplanted segment, the anatomical results of the anastomosis were excellent. This ingenious experiment proved Carrel's premise that a vessel transplanted after cold storage for days or weeks can function normally, and`a segment of artery preserved in cold storage acts as a living vessel for a long time'. 
